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what you are not 


UP on... 


ULTRASONIC ENERGY IS NOW DAILY EMPLOYED BY 10,000 PHYSICIANS in 
office,clinic, private and government hospitals. Hundreds of thousands of patients have 
been treated by this newer method. In addition, many medical schools are now teaching 
ultrasonics. 

Hundreds of papers have been presented and published in Medical journals on ultrasonics. 
They range from the empirical to carefuly recorded clinical work with controls ...labora- 
tory and animal studies to Biophysics. 

Ultrasonic energy has been reported upon extensively by eminent specialists, but far more 
abundantly by busy General Practitioners. These reports cover such common disorders, 
both acute and chronic, as: Bursitis, Osteo and Hypertrophic Arthritis, non-healing Vari- 
cose Ulcers, Scar Tissue, Asthma, Herpes Zoster, Low Back pains, Disk Syndrome, Joint 
Trauma, and a host of other conditions. Reports range from Podiatry to Dentistry to 
Ultrasonic Lobotomy. 

The extensive range of ultrasonic energy therapy has so stimulated Physicians from 
every specialty that a special society for the study of the subject was formed five years 
ago, comprising nearly 1,000 registrants at each annual full day Symposium. The 4th 
annual Symposium of The American Institute of Ultrasonics will be held at the saan ® *f% 
Hotel, Detroit, Michigan, August 27, 1955. All Physicians are invited. 

The Birtcher Corporation has been a pioneer in the development of ultrasonic equipment 

in this country. The Birtcher Megason Ultrasonic, complete with Mobile Table, Under- 

water Reflector Set and Pistol Grip Handle sells for $729.50, F.O.B. Los Angeles. 

Whether or not you intend to employ ultrasonic energy in your practice, it is well to be 

up on this dynamic new subject. A large collection of Medical reprints is yours for the 

asking. There is no obligation except to yourself to read the reprints. No Birtcher sales- 

man will call unless you specifically request. 


THE BIRTCHER CORPORATION 
LOS ANGELES 32, CALIFORNIA 


SWM 7-55 


Mail Ultrasonic Reprints to: 
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Trasentine’- Phenobarbital 


s Inhibits Parasympathetic Activity 
 Relaxes Smooth Muscle Directly 


s Exerts Local Anesthetic Effect 
on G-I Mucosa 


= Sedates the Patient 


Without Atropine Side Effects 


Each tablet contains 50 mg. 
Trasentine hydrochloride and 20 mg. 
phenobarbital. 

Also available: Trasentine 
hydrochloride Tablets, 75 mg. 


Trasentine® hydrochloride 
(adiphenine hydrochloride CIBA) 


2/2008 C IBA Summit, n. J. 
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in arthritis 
and 
allied disorders... 


nonhormonal anti-arthritic 


BUTAZOLIDIN 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 


BUTAZOLIDIN ”...produces more than a simple analgesic effect in 


rheumatoid arthritis.” 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 


of “remission” or “major improvement.” 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 

(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 


Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1:168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39: 405, 1955. 


BuTazo.ipin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. ft) 
si1ss In Canada: Geigy Pharmaceuticals, Montreal 
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Each fluidounce contains: 

Neomycin sulfate 300 mg. (4% grs.) 

[equivalent to 210 mg. (3% grs.) neo- 
mycin base| 

Kaolin... . . . 5.832 Gm. (90 grs.) 

0.130 Gm. ( 2 grs.) 

Suspended with methylcellulose 1.25% 

Supplied: 

6-fluidounce and pint bottles 


The Upjohn Company, Kalamazoo, Michigan 


Upjohn 


Bacterial 
diarrheas... 


Kaopectate 


with 
eomycin 
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and Theragran gives 
therapeutic results 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


*THERAGRAN’ IS A SQUIBB FRADEMARK 


Each Theragran Capsule supplies: 


Vitamin A .... 25,000 U.S.P. Units 
(synthetic) 


Vitamin D .... 1,000 U.S.P. Units 
Thiamine Mononitrate.... 10 mg. 
Riboflavin 10 mg. 


1 or more capsules daily 
bottles of 30, 100 and 1000. 


SQUIBB 
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Niacinamide .................. 150 mg. 


$& highly soluble in both acid and alkaline body 
fluids, especially at pH of renal tubules 


$ high plasma levels rapidly attained 
dé no alkalinization or forcing of fluids required 
$& single sulfonamide - not a mixture 
9& no danger of secondary fungus infections 


wide antibacterial range 


you prescribe 


these distinctive features 


when you prescribe 


Hoffmann - La Roche Inc «+ Roche Park + Nutley 10 « N.J. 


GANTRISIN ® —brand of sulfisoxazole (3,4-dimethy!-5-sulfanilamido-isoxazole) 
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al BOGE «0 eves my put your own mind at ease 


as well as calm your patient when you prescribe Noludar 
"Roche' as a sedative (or in larger dosage, as a 
hypnotic). There is little danger of habituation 

or other side effects, because Noludar 

is not a barbiturate. Available in 
50-mg and 200-mg tablets, 

and in liquid form,50 mg per 
teaspoonful. 

Noludar™” - brand of methyprylon 


Hoffmann - La Roche Inc 


Nutley 10 Ne. Je 


REVICAPS provide easy appetite-control for those patients who are 
dangerously overweight, and they are ideal for the man or woman 
who doesn’t require a drastic diet, but will benefit from losing a 
few pounds. 


REVICAPS supply d-Amphetamine to elevate the patient’s mood, 
methylcellulose to furnish bulk, 21 essential vitamins and minerals. 


The prescription product that helps reduce weight 


Bottles of 100 and 1,000 

_«80Id on prescription only. d-Amphetamine—Vitamins and Minerals Lederle 
Dosage: 1 or 2 capsules, % 

to 1 hour before each meal. LEDERLE LABORATORIES DIVISION AMER/CAN Ganamid COMPANY Pearl River, New York 


STRADE 


EYE DROPS o> EYE WASH 


Between Office Visits—your patient 
will find relief from Congestion and é Boy 
External Irritation with BATH OPTO. z 


FORMULA 


Boric Acid, Sodium 
Chloride, Sodium 
Borate, Camphor 
Water, Glycerin, 
Chiorobutanol, Ben- 
zalkonium Chloride. 


Provides an excellent prophylactic 


EYE DROPS EYE WASH after exposure to sun, wind, glare, dust 
With Ephedrine .2 % Without Ephedrine or after a swim. The EYE BATH is 
“2 -Oz. Dropper Bottle 4-Oz. Bottle with Eye Cup. excellent for milady at the start of 


her “evening.” 


RHINOPTO 


 enulec ae Ethical Specialties for the Profession * SAMPLES ON REQUEST 


RHINALL NOSE DROPS 
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MAY WE SUGGEST: 


When DIARRHEA proves 


recalcitrant to treatment, try 


DONNAGEL 


(Donnatal with Kaolin and Pectin Compound) 


Donnagel is building an extraordinary record 
of clinical success, even in stubborn cases, 
whether organic, functional or “emotional”. 

Its unique formula comprehensively embraces 
the gastrointestinal adsorbents and detoxicants 
kaolin and pectin, with the proven spasmolytic- 


sedative properties of ‘Donnatal’, and the 


superior antacid action of dihydroxy aluminum 


aminoacetate...in a highly palatable suspension. 


Each 30 cc. of Donnagel contains: 


Hyoscyamine Sulfate 0.1037 mg. 
Atropine Sulfate 0.0194 mg. 
Hyoscyamine Hydrobromide 0.0065 mg. 
Phenobarbital ( 1% gr.) 16.2 mg. 
Kaolin (90 gr.) 6.0 Gm. 
Pectin (2 gr.) 130.0 mg. 
Dihydroxy aluminum 

aminoacetate (7% gr.) 0.5 Gm. 


Ethical Pharmaceuticals of Merit since 1878 


— seas O 
For all ages...in all 
; 
> 
A. H. ROBINS CO., INC. - RICHMOND 20, VIRGINIA | 
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OUTSTANDING CHEMISTRY LABORATORY 


ISOTOPE THERAPY AND STUDIES 


FACILITIES FOR PSYCHIATRIC THERAPY 


2001 North Oregon Street 
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METANDREN LINGUETS 


the most potent oral androgen 


FEMANDREN LINGUETS 


the most potent oral estrogen with the most potent oral androgen 


Buccally or sublingually absorbed tincuets by-pass liver 
inactivation or gastric destruction—are virtually as potent as parenteral 
steroids—provide effective, convenient, low-cost hormone therapy. 


Supply: Metandren Linguets, 5 mg. (white, scored) and 10 mg. 
(yellow, scored). Femandren Linguets (green, scored), each containing 
0.02 mg. ethinyl estradiol and 5 mg. methyltestosterone. 


Metandren® (methyltestosterone U.S.P. 
Femandren® (methyltestosterone with ethinyl estradiol ciBa) 
Linguets® (tablets for mucosal absorption cis) 


C I B A Summit, N. J. 2/ 2070" 


#andanabolic 
absorption 


SOUTHWEST BLOOD BANKS 


Federally licensed and supervised by 
physicians from the Southwest to provide Blood and Plasma of highest quality on a 24-Hour basis. 


SOUTHWEST BLOOD BANK OF ALBUQUERQUE SOUTHWEST BLOOD BANK OF LUBBOCK 
710 Central Ave., S. E. — Telephone 7-9831 2318 19th St. — Telephone Porter 2-1450 
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Now Available -- Fresh From The Farm 


For infants, the elderly, 
the treatment of stomach 
disorders and allergies— 
GOAT’S Milk is often 
the right answer. Now 
in plentiful supply, fresh 
from the farm. 


Certified Milk 
is produced under the 
supervision of the 
El Paso County Medical 
Milk Commission 


Write or call Price’s for detailed literature on Certified Goat’s Milk 


Price’s Creameries, Inc. 600 N. Piedras Street, El Paso Phone 5-2711 


Southwestern Surgical 
Supply Company 


Your Complete Source in The Southwest For All Ethical 


Medical Equipment and Supplies 
EL PASO ALBUQUERQUE TUCSON PHOENIX 
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from an editorial in the J.A.M.A. 
(156:991, Nov. 6, 1954): 


Oral broad spectrum antibiotic therapy 
may cause infection with Candida albicans 


A new concept in 
antibiotic therapy 


antibacterial therapy 
antifungal prophylaxis 


Each Mysteclin capsule, containing 250 
milligrams of tetracycline hydrochloride 
and 250,000 units of nystatin, costs the 
patient only a few pennies more than does 
tetracycline alone. 


Minimum adult dose: 1 capsule q.i.d. 
Supply: Bottles of 12 and 100. 


MYSTECLIN 


SQUIBB TETRACYCLINE —NYSTATIN 


antibacterial - antifungal 


*MYSTECLIN’ IS A SQUIBB TRADEMARK SQUIBB 
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2.5cc. Hypertussis eliminates massive dosage in whoop- 
ing cough treatment or passive prevention. A crystal- 
clear homologous protein, 2.5 cc. Hypertussis contains 
the gamma globulin equivalent of 25 cc. of human 
hyper-immune serum. This specific anti-pertussis frac- 
tion is concentrated 10-fold to obviate the pain and 
inconvenience associated with massive dosage—giving 
you the advantage of 

“a thimbleful of dosage for a handful of baby.” 


Hypertussis will not interfere with 
the use of antibiotics where they 
may be indicated. 

2.5 cc. Hypertussis is supplied in 2.5 
cc. (one dose) vials, ready for immedi- 
ate intramuscular injection. Curran 


MMM For whooping cough prophylaxis 
CUTTER! and treatment specify 


2.5cc. HYPERTUSSIS® 


 (anti-pertussis serum-human) 
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THE PRESIDENT’S COLUMN 


Who Pays For Postgraduate Medical Education? 


By JosEPH BANK, M. D., PHOENIX 


There is an increasing tendency to apply cost ac- 
counting in the various phases of medicine and to 
accept it as a logical 
and desirable proced- 
ure. In the field of 
hospital care, clarifica- 
tion to the public of the 
cost factor leads to a 
greater appreciation of 
the problem. This re- 
sults in more willing- 
ness to share in the 
burden of expense, and 
to lessen the discontent 
over the high cost of 
medical care. The re- 
cent series of articles in 
the American Medical 
Association Journal by 
Douglas D. Volan on postgraduate medical education 
constitutes an excellent analysis of a survey by the 
Council on Medical Education and Hospitals of the 
American Medical Association. 


On the basis of this interesting and illuminating 
report, state and county medical societies should re- 
evaluate their thinking on postgraduate medical ed- 
ucation. The volume of graduate medical education 
supplied by medical societies is growing constantly. 
In spite of that, most societies do not have a definite 
or permanent place in their budgets to cover the cost 
of educational programs. This lack may be due to the 
fact that the cost of medical education and the sour- 
ces of income for that purpose are not generally ap- 
parent. 


Dr. Bank 


Income for Meetings 


The income for medical meetings in the south- 
west has been derived from pharmaceutical firms and 
the registration fee paid by physicians. The latter is 
usually a nominal amount. When a deficit occurs it 
is made up by the medical society. The proportion of 
these two sources depends on the number of com- 
mercial exhibitors and the number of registrants. In 
graduate courses planned by medical centers, the fees 
paid by physicians constitute 50 to 70 percent of the 
income for the course. In estimating the cost of cour- 
ses to postgraduate schools, the salaries and honor- 
ariums paid for faculty services account for over half 
of the cost. This aspect of cost is considerably less for 


medical organizations because usually only the travel 
expense of the teachers is compensated; administra- 
tion and overhead account for one-third of the cost 
to the institutions involved. Here again the cost to a 
medical society is less because administrative functions 
are performed by society members on a voluntary 
basis. Travel, on the contrary, constitutes a larger pro- 
portion of expense to societies in the Southwest be- 
cause of the longer distances from medical centers that 
faculty members must cover. Publicity and advertising 
are minor items of expense. 


Indirect Cost 


As far as the individual physician’s attendance at a 
postgraduate school is concerned, the direct cost of 
tuition is insignificant compared to the indirect cost 
of travel expense and loss of time from practice. In 
this respect, the graduate instruction provided by lo- 
cal or regional societies at their meetings possesses a 
definite advantage. The loss of time in travel and 
from practice is minimal, and the expense involved 
is a tax deductible item. It is obvious, therefore, that 
regional instruction of this type will continue to be 
an important and perhaps increasing part of post- 
graduate medical education. 

In view of the comparatively low cost of instruc- 
tion offered to physicians by their local organizations, 
have we the right to expect continued “free” services 
from busy faculty men who receive no remuneration 
other than travel expense? The American system 
which fosters and encourages the free dissemination 
of medical information is unique and commendable. 
In effect, the teachers who respond to the call of state 
and county societies for postgraduate instruction, 
subsidize those meetings by their generosity. Besides, 
it is questionable whether with increasing demands on 
their time, these men will be able to continue the free 
service imposed upon them by custom and tradition. 
It seems that our ideas about compensation for visit- 
ing faculty members might stand revision. 


Useful and Popular 

Considering the elements of time and cost, the 
method of bringing postgraduate opportunities to 
state or regional meetings will continue to be useful 
and popular. The low cost to the physician, because 
of minimal time expenditure and tax deductability, 
should stimulate participation in these educational 
programs. Because of that, it should be possible to 
reduce the burden on visiting instructors. 
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_APHORISMS and MEMORABILIA 


Miscellaneous Medical Truths and Concepts 
By ANDREW M. BaBey, M. D., Las Cruces, N. M. 


1. “The saddest moment in my teaching life 
came one day when, going into a library that had been 
used for half a century by hundreds of graduate med- 
ical students, I pulled down the copy of Osler’s Ae- 
quanimitas and Other Addresses to get a reference I 
wanted to quote. What was my shock when I found 
that this book, published about 1904—this book 
which since my youth has been to me a source of great 
spiritual and mental stimulation — had not had its 
pages cut. It had never been taken out or read! What 
can a teacher do with men who have no desire for a 
wide education?”’ Walter C. Alvarez; Science; Nov. 
26, 1954; p. 896. 


2. “A water-soluble lubricant such as KY jelly is 
an indespensable accessory to the catheter. Vaseline 
and mineral oil attack rubber and are hard to wash 
off; injection of the latter into the urethra may cause 
oil embolism.” C. D. Creevy; Modern Medicine; 
April 15, 1954; p. 78. 


3. “The removal of clots is facilitated by leaving 
20 cc. of saline containing 100,000 units of strepto- 
kinase and 25,000 of streptodornase in the bladder 
for 20 minutes. The dissolved clots are then usually 
easily washed out with a syringe.” Creevy; /oc. cit.; 
p. 80. 


4. “It is far more important to prevent redisten- 
tion and infection than it is to worry about ‘sudden 
emptying’ of the distended bladder.” Creevy ; loc. cit. ; 
p. 83. 


5. “When inlying catheters are used for long per- 
iods, they are best changed every five to seven days 
to prevent plugging by encrustations of urinary salts, 
mucus, or thick pus. It is well to allow an hour to 
elapse between removal of the old and insertion of 
the new catheter so that infected material may drain 
out of the urethra.” Creevy; Joc. cit.; p. 83. 


6. “Clinical experience teaches us that many peo- 
ple who take drugs do so because they have a psychi- 
atric, neurologic or medical ailment, so that one 
rarely finds a healthy person that is intoxicated with 
bromide or barbiturate; to remove these drugs does 
not settle the problem by any means. Very often there 
will be, for instance, an underlying anxious depres- 
sion, so that even after drug intoxication has on 
alleviated, the physician still has a paranoid, weep- 
ing, extremely apprehensive patient on his hands.” 
Raymond D. Adams; American Practitioner; Decem- 
ber, 1954; p. 990. 


7. “Bromidism in North Carolina is one of the 
most frequent types of psychosis.” Adams; Joc. cit. ; 
p. 990. 


8. “It has always seemed strange to me,” said Doc, 
“the things we admire in men, kindness and gener- 
osity, openness, honesty, understanding, and feeling 
are the concomitants of failure in our system. And 
those traits we detest, sharpness, greed, acquisitive- 
ness, meanness, egotism and self-interest are the traits 
of success. And while men admire the quality of the 
first they love the produce of the second.” John 
Steinbeck ; Cannery Row. 


9. “Indeed, 33 percent of negative insufflation 
tests and 15 percent of negative salpingography tests 
are obtained in women with normal Fallopian tubes.” 
British Medical Journal; Dec. 11, 1954; p. 1433. 


10. ‘There is little point in undertaking the care 
of a patient with mild involutional depression unless 
one is prepared to see him over many months and to 
maintain an optimistic front with fresh suggestions 
at every consultation in face of repetitive and rather 
aggravating complaints.” British Medical Journal; 
Nov. 27, 1954; p. 1305. 


11. “There is no place for topical treatment with 
phenol preparations. They are dangercus especially 
when applied to large areas of skin and even more if 
the surface of the skin is broken and exuding. Since 
phenol is usually prescribed in the time-honored cala- 
mine lotion, it, too, should be condemned. Calamine 
is an inert substance, insoluble in water. It serves only 
to make dry the unbroken skin and to unite with 
serum to harden into a plaster cast over the exuding 
surface. Not only is this uncomfortable but it also 
provides a relatively closed system in which bacteria 
are free to multiply. It prevents free and proper 
drainage of the exudates of inflammation.’ Chester 
Frazier; The Medical Clinics of North America; p. 
1440, September, 1952. 


12. “A great part of every operation consists in 
stitching, an art in which a surgeon has not been 
trained, that he attempts for the first time as an adult, 
and that he never learns to do really well. Yet by his 
side, veiled and voiceless, is a girl who has been 
stitching since she could toddle and who could do 
the job more neatly than he can, and in half the 
time. Operations would be done much better if the 
surgeon, having explored, decided, mobilized, and 
resected, were to hand over reconstruction and closure 
to a nurse working under his direction, leaving to her 
the fashioning of the anastomosis, the recovering of 
raw area, and the closure of the wound.” Sir Heneage 
Ogilvie; British Medical Journal; Dec. 18, 1954; p- 
1437. 

13. Tuberculous pleurisy may seem at the time a 


short-lived, though uncomfortable illness. But in 
many patients manifest pulmonary tuberculosis de- 
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velops later. Estimates of the proportion vary, but 
apparently 20 to 30 percent will require further treat- 
ment in the next five years. The pleural effusion is 
commonly a gross manifestation of small lung lesions. 
These may not be apparent in the ordinary chest 
radiographs.” The Lancet; Jan. 1, 1955; p. 36. 


14. “What a knife edge must we often walk be- 
tween the carping Charybdis of the cheap jeer at a 
wrong clinical diagnosis, and the soothing Scylla of 
the ‘my colleague, right or wrong’ attitude—but how 
worthwhile it is to find it.” The Widdicombe File; 
loc. cit.; p. 44. 


15. “Observations are like translations from the 
Greek, and need to be done afresh for every genera- 
tion.” The Widdicombe File; Joc. cit.; p. 44. 


16. “Oral iron should give a haemoglobin rise of 
one per cent (0.148 g. per 100 ml.) per day.” Doug- 
las French; The Lancet; Jan. 8, 1955; p. 82. 


17. “Ignorance and prejudice, the two forces of 
evil which the educational reformers of last century 
so enthusiastically sought to overthrow, still estrange 
man from man and nation from nation. The reason, 
of course, is that the art of living with one’s neighbor 
cannot be learnt from textbooks, and knowledge of 
chemical symbols or arithmetical equations helps lit- 
tle in a world in which the most potent influence is 
unpredictable human nature.” The Lancet; Jan. 22, 
1955; p. 188. 


18. “The output of the heart in hypothyrodism, 
studied years ago, showed a striking parallelism with 
the BMR. If the BMR was minus 50 the blood flow 
was about minus 50 also. Therefore, I think a sudden 
change in position might make such people faint.” 
Dr. James Means; American Practitioner; January, 
1955; p. 110. 


19. “Our experience has been, in the past, that 
patients with Hashimoto's struma very often get post- 
operative hypothryoidism going on to a picture of 
myxedema in contrast to other types of nodular goiter, 
where you may do a quite extensive thyroidectomy 
and still not get any post-operative hypothyroidism.” 
Dr. Means; /oc. cit.; p. 110. 


20. “Myxedema does not diminish life expec- 
tancy provided the treatment is adequately main- 
tained. There are not very many diseases where this 
is true.” Dr. Means; Joc. cit.; p. 111. 


21. “In the presence of complete lack of water in- 
take, urine volumes of 300 to 500 cc. daily will be 
excreted almost up to the agonal stage.” Dr. Alex- 
ander Leaf; Joc. cit.; p. 114. 


22. “In the past the cause of death (in lower 
nephron nephrosis) next in frequency to over-hydra- 
tion was hyperkaliemia, with its accompanying toxic 
effect on the heart. This difficulty we believe can be 
prevented in any anuric patient who can take suffi- 
cient amounts of cation exchange resin orally. The 
sodium-substituted form of a strong cationic ex- 
change resin is used. This equilibrates in the gastro- 
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intestinal tract with potassium, removing sufficient 
quantities in the stool to prevent toxic accumulations 
in the body. The resin is started early, 15 gm. three 
times daily, as we have found it much easier to pre- 
vent the development of hyperkaliemia than to treat 
it once it has attained serious proportions.”” Dr. Leaf; 
loc cit.; p. 116. 


23. “It should be emphasized that the usual ca- 
tion exchange resins available for the treatment of 
edema are potassium-loaded to prevent potassium de- 
pletion, and are therefore not suitable for the treat- 
ment of hyperkaliemia during renal shut-down.” Dr. 
Leaf; Joc. cit.; p. 116. 


24. “A further note of caution should be intro- 
duced regarding the use of these cation exchange 
resins. Though they are effective in removing potas- 
sium they are at least as effective in removing calcium. 
. . . We have administered supplementary calcium as 
calcium gluconate or lactate orally 4.0 gm. three times 
daily, spaced at intervals midway between the doses 
of cation exchange resin.” Dr. Leaf ; Joc. cit.; p. 116. 


25. ‘Compression of a bronchus from tuberculous 
nodes is rare. It takes a great deal of compression, 
usually from a very large mass, to constrict a bron- 
chus.” J. Burns Amberson, Jr.; Bellevue Hospital ; 
Rounds, 1954. 


26. “Bronchial tuberculosis is usually secondary to 
a parenchymal lesion; occasionally it is a result of 
ulceration of a tuberculous gland into a bronchus.” 
Amberson; Joc. cit. 


27. “In the first days of the operation on mitral 
stenosis (I mean about five years ago) it was thought 
that 6 recurrent emboli might be a minor con- 
traindication to surgery, but our point of view has 
changed somewhat since then. In the last two years, 
or perhaps the last year, we now do mitral valvulot- 
omy with amputation of the atrial appendix, almost 
entirely for the purpose of preventing or trying to 
prevent recurrent emboli.” Edward F. Bland; Ameri- 
can Practitioner; February, 1955; p. 239-240. 


28. “The concurrence of ulcer and kidney stones 
is especially suggestive of primary hyperparathyroid- 
ism, inasmuch as peptic ulcer occurs with somewhat 
greater frequency in patients with primary hyperpara- 
thyroidism than in the population at large.” Philip 
H. Henneman; Joc. cit.; p. 242. 


29. “Absence of palpable splenomegaly does not 
necessarily rule out enlargement of the spleen, which 
may — a transverse position under the diaphragm 
or even kept from enlarging downward by ad- 
hesions between the diaphragm and splenic capsule. 
Careful spot X-ray examinations may disclose splen- 
omegaly in the absence of palpable enlargement.” 
William Dameshek; The American Journal of Medi- 
cine ; February, 1955; p. 317. 


30. “Moth ball ingestion, as occasionally prac- 
ticed by children, may result in severe hemolytic 
anemia.” Dameshek; /oc. cit.; p. 320. 


(To Be Continued) 
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Reserpine and Chlorpromazine: New Drugs in Psychiatry 
By JACK A. BERNARD, M. D., Et Paso 


Two new drugs have been introduced into psy- 
chiatry which produce sedation without confusion, 
reduce drive without trauma and stimulate appetite. 
Reserpine has been used extensively in patients with 
hypertension, but its use in the neuropsychiatric pa- 
tient is just now being explored and these reports are 
both interesting and promising. 


Both drugs—teserpine and chlorpromazine—are 
being used in very large doses, with apparently even 
serious side effects being generally reversible. Dosage 
schedules vary. For reserpine, 5 to 15 mg. intramus- 
cularly daily to initiate treatment along with oral 
therapy of 3 to 10 mg. daily. As much as 60 mg. 
daily has been given intramuscularly, but usually 30 
mg. daily produces signs of Parkinsonism, confusion, 
and profound inertia. Doses as high as 130 mg. daily 
have been given orally. Chlorpromazine is usually ad- 
ministered intramuscularly 200 mg. daily in divided 
doses, but doses as high as 4,000 mg. daily or higher 
have been used. 


Indications Not Clear 


As to the choice of drug, the indications are not yet 
clear other than the consideration of the possible 
toxic reactions which may develop. The most frequent 
indications are schizophrenic states of excitement and 
tension and in manic and depressive states. They 
have been extremely beneficial in arteriosclerotic and 
senile psychotics, delirium tremens and in cases of 
morphine withdrawal. Also patients on the drugs in 
institutions are much quieter with the result that there 
are less assaults, arguments and disturbances on the 
wards. 


Results so far indicate that convulsive or shock 
therapies may be needed less frequently. Also leuco- 
tomy may be less often required in the future. It has 
been recommended that no patient should be con- 
sidered for psychosurgery until he has been given a 
trial with reserpine. With the possible exception of 
depressed patients, the same applies to the electric 
shock therapy. Depressions have not responded too 
well to the drugs. 


The side reactions have been reversible in most 
instances. Reserpine commonly gives nasal stuffi- 
ness, tremulousness, and mild gastrointestinal dis- 
trubances. Edema of the face and feet and unusual 
sensations of the muscles may occur. Convulsions are 
reported. About 5 percent of the patients develop 
typical Parkinsonism. 


More Side Effects 


Chlorpromazine is attended with more side ef- 
fects than reserpine. Nasal congestion, hypotension 


and weakness occur, depending upon the size of the 
dosage. Chlorpromazine addiction has also been ob- 
served. Intramuscular injection generally causes large 
infiltrates after a few injections. Serious side effects 
include jaundice of the obstructive type and derma- 
titis. Parkinsonism and grand mal seizures also may 
occur, but are not as common as with reserpine. 


Finally, treatments with chlorpromazine or reser- 
pine seem to achieve as much as the older therapies 
in most acute cases of schizophrenia. Both medica- 
tions soothe and relax patients and are much less 
dangerous than the older treatments of insulin and 
electroshock. Their disadvantages are not great and 
their side effects have been generally reversible. 


John Leslie Cavanagh, M. D. 


Dr. John Leslie Cavanagh of Carlsbad, N. M., 
58, died in that city of coronary occlusion April 10. 


Dr. Cavanagh was born in Owen Sound, Ontario, 
March 9, 1897. He was graduated from the Univer- 
sity of Toronto Faculty of Medicine in 1923 and was 
a member of the College of Physicians and Surgeons 
of Ontario. 


He interned in Riverdale Isolation Hospital and 
the Hospital for Sick Children in Toronto and in the 
Lutheran Hospital in Brooklyn. During World War 
I he served with the 55th Battery of the Canadian 
Expeditionary Force from March 6, 1916, until June 
8, 1918, when he was given a medical discharge be- 
cause of wounds received in action. 


Specializing in eye, ear, nose and throat diseases, 
he practiced in Glenwood Springs, Colo., from July, 
1928, to December, 1933, and then moved to Carls- 
bad where he specialized in E.E.N.T. until his death. 


There is a familial type of hypertrophic osteoar- 
thropathy unassociated with pulmonary disease. It 
occurs only in males and has its onset at about the 
age of 16. There is marked clubbing of the fingers 
and diffuse periostitis and new bone formation. The 
upper eyelids and the tissues of the forehead may 
become thickened, giving the patient an appearance 
suggestive of that seen in leprosy. In other cases 
clubbing of the fingers may be the only abnormal 
familial trait. 
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El] Paso County Medical Society Creates 


Educational Trust Fund 


An educational trust fund has been created by El 
Paso County Medical Society to provide financial as- 
sistance to needy and qualified medical students, Dr. 
Joe R. Floyd, president, has announced. 


Any medical student from El Paso County who is 
attending any accredited medical school in North 
America is eligible to apply to the fund for a loan. 


Medical students who wish to apply should write 
the El Paso County Medical Society's educational com- 
mittee, which is composed of Dr. M. P. Spearman, 
chairman, Dr. Louis W. Breck and Dr. Russell L. 
Deter. 


Selection of students for aid from the fund will be 
determined by the individual's financial need and by 
the individual’s potential or demonstrated ability, 
Dr. Spearman atk 


First in Nation 


The society's ps is believed to be the first educa- 
tional trust fund in the nation to be established by 
a county medical society. 


“The society has long felt that there should be 
some effort made to assist needy and capable young 
persons to study medicine and enter the medical pro- 
fession,” Dr. Spearman said. 


Eligible for the fund will be any resident of El 
Paso County, “regardless of race, color, creed or sex, 
whose desire and intention is to study medicine and 
enter the medical profession,” Dr. Spearman said. 


The State National Bank of El Paso has been se- 
lected to serve as trustee for the fund. 


The fund is supported by annual assessments of 
members of the El Paso County Medical Society. The 
society will accept bequests but will engage in no so- 
licitation, Dr. Spearman said. The fund has a lifetime 
of 25 years. 


All Medical Schools 


Notification of the fund’s establishment is being 
given to all accredited mecical schools. Particular at- 
tention regarding the development is being given the 
University of Texas Medical Branch at Galveston, the 
University of Texas Southwestern Medical School at 
Dallas, the Baylor University College of Medicine at 
Houston and the Tulane University School of Medi- 
cine at New Orleans, inasmuch as an exceptionally 
large number of medical students from the El Paso 
area attend these schools. 


The plan being put in effect by the local medical 
society was the result of several months study. The 
committee considered plans of several state medical 
societies for the aid of medical students and finally 
emerged with a plan of its own. 


The local plan is based on certain freedoms for the 
medical student who is a recipient of the fund. For 
example, a recipient of the local fund is not required 
to study at certain schools, is not committed to the 
practice of medicine in a specific geographical area, 
and is not restricted as to the type of community in 
which he will practice medicine. 


El Paso Plan 


Financial aid to medical students is now being 
made available in 17 states. Texas has neither a state- 
wide plan nor a county plan, other than the El Paso 
plan which has just been established. Some state 
governments supply funds for the operation of their 
plans. 


In some states, the medical student may only study 
at medical schools within the particular state; he 
must return to his home community for the practice 
of medicine; or he must promise to practice medicine 
in a rural community of a certain size. 


Because the El Paso plan gives the medical student 
complete freedom in the above respects, it is expected 
to become a prototype for county medical plans 
throughout the country as well as in Texas, Dr. 
Spearman said. 


Patients with homonomous hemianopsia must be 
very careful when walking in traffic and should not 
drive a car because of the danger of a vehicle ap- 
proaching from the blind side and not being re- 
cognized until too late to prevent an accident. 


A moderate leukocytosis that persists for several 
years without evidence of infection or leukemia may 
be associated with myeloid metaplasia and myelo- 
fibrosis. Nucleated red blood cells are often present 
in the blood smear, and the platelet count may be 
increased. In some instances the condition remains 


static. In others splenomegaly and anemia develop. 
Multiple transfusions then become necessary. In such 
a case splenectomy may be advisable as this alone 
may reduce the number of transfusions necessary 
to control the anemia. 
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Clinical Note on Therapy of Trichomonas Vaginalis 
By JosEPH B. RappIN, M.D., PHOENIX 


It appears from recent medical literature that many 
physicians have found vaginal Trichomonas Vaginalis 
infestation resistant to many types of therapy. For 
years my patients have been pleased with results of 
treatment by powder vaginal insufflation. While this 
suggested form of therapy is not new, in my 20 years 
experience it! has been uniformly effective and be- 
cause of its simplicity, prompt relief of symptoms and 
cure of the trichomonas infestation I see no reason to 
change to a new or different type of therapy. Prompt 
relief of distress is obtained in 24 hours and com- 
plete cure is usually attained by the third day. If the 
inflammation has been present many months or is of 
unusual severity it may not subside for a few more 
days but the Trichomonas are completely eradicated 
following the third insufflation. Relapse is so rare 
that reinfection rather than relapse is suspected when 
cure is not obtained. I have never been able to deter- 
mine the source of infection. 


Treatment Simple 


Treatment is simple, quickly performed and not 
painful to the patient. Usually before treatment is 
started an accurate ciagnosis can be made. At the first 
visit such intense vulvar and vaginal inflammation, 
soreness and itching is commonly encountered that a 
vaginal speculum examination is impossible or re- 
sisted strongly when attempted. By separating the la- 
bia widely an adequate specimen of the discharge for 
smear and hang drop examination can usually be ob- 
tained. When the preparation so obtained does not 
show motile trichomonas an attempt is made to intro- 
duce a small speculum trying to obtain a drop from 
near the cervix. If a douche has been taken within 
24 hours, re-examination the day following may be 
informative. 


Intense Suffering 


There are some women whose suffering is so in- 
tense that it is unfair to delay starting treatment. With 
clinical experience one can suspect quite accurately the 
presence of trichomonas vaginalis infestation even 
though diagnosis cannot be confirmed by the material 
examined. Therapy should be started to give such 
women relief. 


A vaginal powder insufflator holding at least one 
ounce of powder is the only equipment used. The ti 
is introduced deeply into the vagina and the rubber 
guard is pressed as firmly against the vulva as her 
distress permits. One or more ounces of Floraquin 
powder is then blown forcibly into the vagina, de- 
liberately trying to distend the vaginal folds com- 


pletely for good contact of powder with all the mu- 
cous membrane. When the insufflator is withdrawn, 
the powder is then blown carefully on the vulva, all 
surfaces of the labia, on the external urethral meatus 
and about the clitoris. A pad is then applied to pre- 
vent staining of clothing. 


No Cleansing 


No preliminaty washing, drying or removal of 
discharge from the vagina or vulva is attempted since 
whether or not the accompanying vaginitis is severe 
and the discharge abundant, the preliminary clean- 
sing usually recommended has not proved necessary. 
What has proved necessary is insufflation of an 
ounce or more of Floraquin powder at each visit. 
Three such treatments are given on successive days. 
No douching of any type is advised between powder 
insufflations. A shower or tub bath is permitted just 
before each visit, the reason being to permit prolonged 
contact of the powder with the vaginal and vulvar 
tissues. 


The day following the third powder insufflation, 
daily vinegar douches using the bulb type douche 
syringe are suggested. Actually less frequent douch- 
ing is adequate to prevent relapse. 


The simplicity, painlessness and prompt clinical 
effectiveness of this method of therapy has not been 
ar proached by any other in many years experience. 


PEDIATRICS 
Erythroblastosis Fetalis 
Y7-Yung Hsia, D., et al., New England ]. M. 
247:668, 1952 


Kernicterus is likely to occur in babies with serum 
bilirubin levels above 30 mg./100 cc. cord blood. 
The condition is not present at birth but usually be- 
comes evident by the second day of life. It has not 
been proved that bilirubin is directly responsible for 
brain damage but the serum bilirubin test is a help- 
ful guide to therapy. Exchange transfusions prevent 
an undue rise in serum bilirubin and apparently pro- 
tect the erythroblastic infant from central nervous 
system damage. 


Harvard U. 


Clinical Clippings, January, 1953 
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Sessions of the U. S.-Mexico Border Public Health Association meeting were held in the beau- 
tiful new University City in Mexico City. At the left is the unique Library Building while upper 
right is the Science Building. Lower right is the Engineering Building. Over 350 persons attended 


the four-day meeting, May 6-9. 


Border Health Meeting In Mexico City 


One of the most outstanding meetings in its history 
was the recent thirteenth annual gathering of the U. S.— 
Mexico Border Public Health Association in Mexico 
City May 6 to 9. Over 350 attended the meeting, with 
most of the sessions being held in the unique and beau- 
tiful new University City. 


Officers elected for the 1955-56 year were George 
W. Marx, Phoenix, Arizona, Director and Chief En- 
gineer of the Bureau of Sanitation of the Arizona State 
Health Department, president ; Dr. Guillermo Soberanes, 
Hermosillo, Sonora, Chief of Coordinated Public Health 
Service in the State of Sonora, president-elect; Dr. Es- 
teban de Essesarte, Health Officer, Agua Prieta, Sonora, 
vice-president; Dr. Austin W. Matthis, El Centro, Cali- 
fornia, Health Officer for the Imperial County Health 
Department, vice-president ; and Dr. Sidney B. Clark, 
El Paso, Texas, Pan American Sanitary Bureau, secreta- 
ry-treasurer. Retiring president, who presided at the 
Mexico City meeting, was Dr. Arturo Rico Gonzalez, 
Chihuahua City, who is Chief of Coordinated Public 
Health Services in the State of Chihuahua. 


Calexico—Mexicali was selected as the site for the 
1956 annual meeting and San Antonio, Texas, as the 
site for the 1957 meeting. The Association voted to 
hold regional meetings in the future, prior to the an- 


nual meeting. The Western Region includes California, 
Baja California, Arizona and Sonora, with its regional 
meeting to be in Calexico—Mexicali. The Central Re- 
gion includes New Mexico, Chihuahua, and West Texas, 
with site for the regional meeting in El Paso-Juarez. 
The Eastern Region includes Central and East Texas, 
Coahuila, Nuevo Leon, and Tamaulipas, with the meet- 
ing scheduled for Laredo and Nuevo Laredo. 


Purpose of the regional meetings is to provide an op- 
portunity for informal discussion of joint border prob- 
lems in the particular area, application of Association 
policies to the region, proposals for the annual program, 
and resolutions for the Association’s annual meeting. 


The meeting, which drew authorities in the field of 
public health from Mexico, the U. S., Central America, 
South America, Haiti, the Dominican Republic and 
Europe, was officially opened in an evening session 
May 6 in the auditorium of the new Social Security 
building. Dr. K. F. Meyer, San Francisco, Director of 
the George Williams Hooper Foundation, made the 
principal address on the subject of ‘Control of Brucel- 
losis.” 

The first general session was held on the following 
day in the Library Building at the new University City. 
Simultaneous translation facilities were used through 


Shown at left are Mario Sanchez, (left) Vector Control In- 
spector for the Laredo-Webb County Health Department in 
Laredo, Texas, and R. H. Waldrop, Sanitarian for the U. S. 
Public Health Service in Laredo. They are standing in front 
of the impressive Administration Building. The statue in the 
background is of former Mexican President Miguel Aleman. 
Picture at the upper right shows, from left to right, Dr. Mauro 
Loyo, Medical Director of the Mexican Institute of Social 
Security; Dr. Alfonso Ponce de Leon of Mexico City; George 
W. Marx of Phoenix, Ariz., Director and Chief Engineer for 


the Bureau of Sanitation and new President of the Border 
Health Association. Lower right picture shows, left to right, 
Dr. Miguel E. Bustamante, secretary-general of the Pan Ameri- 
can Sanitary Bureau in Washnigton, D. C.; Dr. Luis Vasquez 
Campos, chief of the National Pertussis Campaign in Mexico 
and chairman of the Local Planning Committee; Dr. Ignacio 
Morones Prieto, Minister of Health and Welfare of Mexico; 
Dr. Manuel E. Pesqueira, Vice-Minister of Health and Welfare 
of Mexico, and Dr. Sidney B. Clark of El Paso, secretary of the 
Border Health Association. 


the cooperation of the Department of Health and Wel- 
fare of Mexico. The program included a symposium 
on ‘Public Health Problems Along the U. S.—Mexico 
Border’’; the annual presidential report; “Good Health 
at the Border—Our Mutual Goal” by Dr. Henry A. 
Holle, State Health Officer of Texas; ‘The North- 
eastern Border of Mexico and Some of its Public Health 
Problems,” by Dr. Salvador Molina Velez of Nuevo 
Leon; a progress report on across-the-border coopera- 
tive activities developing between the Imperial County 
Health Department in California and the Mexicali 
Health Department in Baja California by Dr. Austin 
W. Matthis, Health Officer of Imperial County in Cali- 
fornia; and “The Poliomyelitis Vaccine Evaluation 
Study” by Dr. Robert Korns, Co-Director of the Polio- 
myelitis Evaluation Center at Ann Arbor, Michigan. 


Subjects discussed at the sectional meetings held on 
the afternoon of May 7 and the morning of May 9 in 
the Philosophy Building of the new University City 
were as follows: 


Venereal disease section: aspects of the venereal dis- 
ease program in the U. S. and Mexico, as well as Mexico 


City; clinical aspects of Syphilis and treatment results 
with Bicillin; techniques used by and training of contact 
interviewers. 


Sanitation section: training program for sanitarians 
in the “border area” as well as training of auxiliary 
personnel in sanitation and of water and sewage works 
operators in Mexico; insect vector control demonstration 
program in Laredo—Nuevo Laredo; Malaria eradica- 
tion in Mexico and mosquito control programs in the 
U. S.; latest cevelopments in insecticides; economic 
problems involved in provision of potable water in 
Mexico; studies in treatment of sewage from Mexico 
City; photosynthetic reclamation of organic wastes; de- 
sign of sewage oxidation ponds; cooperative approach 
to environmental sanitation problems in the E] Paso— 
Juarez area; approach to environmental sanitation 
through home beautification. 


Preventive medicine and Tuberculosis sections: teach- 
ing of public health in schools of medicine; health 
education aspects of a multiphasic screening program in 
Los Angeles; program of integrated municipal public 
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Informal meetings, whether at the luncheon table or merely 
between official sessions, also aided in resolving mutual prob- 
lems. At the upper left a group of Texans meet for conversa- 
tion and food. From left to right are Ernest F. Gloyna, As- 
sistant Professor of Civil Engineering at the University of 
Texas; Melvin C. Sueltenfuss, Public Health Engineer from 
San Antonio; Sam M. Goldfarb, sales executive for the Plaza 
Hotel in San Antonio; Fred A. Gibson, Entomologist for the 
Velsicol Corporation in Mercedes, and (with back to camera) 
Harold Tillman, Sanitary Engineer for the El Paso City-County 
Health Unit. Shown at the upper right, from left to right, are 
Dr. Henry A. Holle, Commissioner of Health for the Texas 
State Department of Public Health; Dr. Gerald R. Clark, Di- 
rector of the New Mexico State Department of Public Health, 
and Dr. J. V. Irons, Director of Laboratories for the Texas 
State Department of Public Health. Lower left in an informal 


session are, left to right, Raul B. Lomeli, reporter for Mexico 
City’s newspaper “Excelsior: Dr. Leopoldo Pruneda Batres, 
Chief of Information of the Mexican Ministry of Health and 
Welfare; Dr. Robert F. Korns, Co-Director of the Polio 
Evaluation Center in Ann Arbor, Mich.: Dr. Raul Lira, Office 
of Information of the Mexican Ministry of Health and Wel- 
fare; Dr. Carlos Campillo Saenz, Virologist from Mexican In- 
stitute of Public Health and Tropical Diseases, and Arnulfo 
Rodriguez of ‘Excelsior’. At the lower right are, left to right, 
Dr. Arturo Rico Gonzalez, Chief of Coordinated Public Health 
Services in the State of Chihuahua and immediate past president 
of the association; Dr. Manuel Marquez Escobedo, Mexico 
City Health Officer; an unidentified gentleman, and Dr. Felipe 
Garcia Sanchez, Chief of Coordinated Public Health Services 
in Mexico. 


health centers in Mexico City; Tuberculosis colony in 
Baja California and its application in the border area; 
the problem of rehabilitation of the Tuberculosis patient 
in Mexico; Tuberculosis Meningitis prophylaxis; ex- 
perience with vaccination against tuberculosis with BCG 
in Mexico; and description of the Tuberculosis hospital 
at Tampico, Tamaulipas. 


Nursing and Maternal-Child Health sections: training 
and control of practical midwives in the Maternal-Child 
Health program; participation of the public health nurse 
in the rural nurse program; program for care of the 
premature in rural areas; and discussion of the basis 
for a school health program. 


Veterinary public health and laboratory sections: re- 
view of the “Nogales Agreement’ for rabies control ; 
programs and problems on zconoses; Brucellosis epi- 
demiology, diagnosis and control; Psittacosis, Encepha- 
litis infections, and enteric disease as public health 
problems; effect of BCG on experimental murine Lep- 
rosy. 


On Sunday, May 8, the Association was entertained 
by the Government of the State and the Public Health 
Department of Puebla, Mexico. A visit was made to 
the Centro Escolar ‘Presidente Miguel Aleman’ of 
Cholula, Puebla, where a cordial welcome was extended 
to the Association and its guests. Most interesting dis- 
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Between Sessions 


. Gathered at a luncheon table were, left to right, 
Dr. Guillermo Soberanes, Chief of Coordinated 
Public Health Services for the State of Sonora; 
Dr. Esteban de Essesarte, Health Officer in 
Agua Prieta, Sonora, and Dr. Francisco Arriola, 
Health Officer in Nogales, Sonora. : 


. Conversation was food for thought at this table. 
Shown are Dr. Fred L. Soper, Director of the 
Pan American Sanitary Bureau in Washington, 
D. C.; Miss Maria R. Soto, Public Health 
Nurse from Los Lunas, N. M. and Mrs. Maude 
Simmons, Public Health Nurse from Lords- 
burg, N. M. 


. There was ample entertainment for delegates 
and their wives. Shown at a reception of the 
meeting are, left to right, Dr. Sidney B. Clark, 
of El Paso, Secretary of the Association; Mrs. 
Jack C. Postlewaite; Mrs. Clark; Dr. Jack C 
Postlewaite, Chief of the Tuberculosis Clinic of 
the El Paso City-County Health Department 
and Mr. Harold Tillman, Sanitary Engineer for 
the El Paso City-County Health Unit. 


. Discussing mutual problems were, left to right, 
Dr. Salvador Molina Velez, Chief of the Co 
ordinated Public Health Services in the State 
of Nuevo Leon; Dr. Horacio B. Rios of Mom 
terrey; Dr. Luis G. Arriaga V., Medical Dé 
rector of the Mexico Health Center in Mexico 
City; Dr. Manuel Sirvent Ramos of the Mae 
ternal-Child Health Services of the Ministry 
of Health and Welfare, and (with back to 
camera) Dr. Felipe Garcia Sanchez, Director 
of Coordinated Public Health for the Federal 
District of Mexico. 


for the U. S.—Mexico Border Public Health Associa- 
tion.” The final paper of the session was given by 
Professor Jorge Olarte, Hospital Infantil, Mexico, D. F., 
on the “Incidence and Etiology of Infectious Diarrhea 


plays and a demonstration by school children were of- 
fered. 
The final general session took place on Monday 


afternoon, again with the aid of simultaneous transla- 
tion facilities. Dr. Carlos Alvarado, Pan American 
Sanitary Bureau, Mexico, D. F., presented a paper on 
“Malaria Eradication in the Americas.” Dr. Martinez 
Baez, Director, Instituto de Salubridad y Enfermedades 
Tropicales, Mexico, D. F., spoke on “Future Objectives 


in the Federal District.” 


Association members were entertained Monday even- 
ing, May 9, by the Office of the Institute of Inter- 
American Affairs in Mexico and also by the Mexican 
Section of AIDIS. 
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Cardiovascular Surgery in the Community Hospital 
By E. S. Crossett, M. D., Et Paso 


It is not possible, in a limited period of time, to 
cover the field of cardiac or cardiovascular surgery. 
The purpose of this paper is to briefly review the sur- 
gical procedures that can now be safely and effective- 
ly accomplished in any community hospital where a 
cardiologist, an anesthetist and a thoracic surgeon can 
be assembled. 

This surgical specialty was introduced by Gross 
and Blalock; the former successfully ligated a patent 
ductus Arteriosus in 1938 and later performed the 
first systemic-pulmonic anastomosis for the cynotic 
group in 1944. There had been previous attempts to 
treat heart Cisease surgically but it was only after the 
work of Gross and Blalock that the subject received 
the widespread interest that it enjoys today. 

Following these two major contributions there have 
appeared an ever increasing number of operations for 
the relief of various congenital and acquired anoma- 
lies. 

Mitral Stenosis 


Mitral stenosis was first attacked surgically during 
the 1920s. Souttar did the first valvular dilatation by 
passing his finger into the heart, through the auricu- 
lar appendage, and dilating the stenotic valve. This 
operation was repeated and modified by Bailey in 
1946 and since then has become widely accepted as 
a safe and effective method of treating mitral stenosis. 

In the absence of active rheumatic carditis the 
symptoms from mitral stenosis are due to narrowing of 
the valve orifice. Normally, the orifice is four to six 
square centimeters in size. As scarring and fusion of 
the valve commissures occurs this is gradually re- 
duced and there is a gradual increase in pressure 
proximal to the valve which is transmitted back 
through the vascular bed of the lung. 

At valve size of two square centimeters, the pul- 
monary capillary pressure is only slightly elevated at 
rest. Ordinarily mild dyspnea on exertion does not oc- 
cur until the valve is 1.5 centimeters in size. At one 
square centimeter the pulmonary capillary pressure 
is about 20 mm of mercury and will quickly rise to 
pulmonary ecema levels with mild exertion. 


Cardiac Output 


The cardiac output falls concomitantly with the 
narrowing of the mitral valve, thus enabling the pul- 
monary capillary pressure to remain at subcritical 
levels even in the presence of an extremely small 
valve. The decrease in cardiac output is associated 
with an increase in pulmonary arteriolar resistance. 

Mitral stenosis may be asymptomatic for long per- 
iods and sometimes proves compatible with longevity 
and almost normal activity. Shortness of breath with 
exertion is the principal symptom and depends upon 
the capillary congestion in the lung. Auricular fibril- 
lation eventually occurs in about 50 percent of cases. 
H-moptysis, cough, and attacks of acute pulmonary 
edema may occur. As the cardiac output gradually 
decreases, weakness and easy fatiguability develop. 


The clinical signs of a typical mitral stenosis in- 
clude a rumbling diastolic murmur with loud sharp _ 
apical first sound, a sharp duplication of the second 
sound, a discrete apex impulse, and a small or weak 
radial pulse. Although the murmur is of great diag- 
nostic value, it does not unequivocally indicate the 
presence of mitral stenosis; conversely, no diastolic 
murmur may be audible in the presence of significant 
mitral stenosis. 


EKG Changes 


Radiographic and EKG changes may vary with the 
stage of the disease. Early, there may only be an en- 
larged left auricle as shown by X-ray and a normal 
EKG. As the disease progresses the EKG will show 
a right ventricular strain pattern and the X-ray shows 
a prominent pulmonary artery segment, pulmonary 
congestion, a large left auricle and eventually enlarge- 
ment of the right ventricle. 

Mitral stenosis alone never causes left ventricular 
enlargement or strain and when this is found by X-ray 
or EKG, an associated lesion such as aortic insuf- 
ficiency, mitral insufficiency or aortic stenosis should 
be suspected. 

Patients who are asymptomatic or have only mini- 
mal symptoms should not be operated upon as most 
of them are unlikely to have trouble. If their symp- 
toms are progressive and suggest moderate or marked 
pulmonary congestion surgery is indicated. In this 
group are the patients that have shortness of breath 
with moderate exercise, orthopnea, hemoptysis, or 
attacks of acute pulmonary edema. Patients with auri- 
cular fibrillations and right heart failure should have 
surgery as both are signs of a poor prognosis. 

Advanced age, pregnancy, calcification of the 
mitral valve and a history of embolization are no 
longer considered contraindications to surgery. 


Valvular Lesions 


Associated valvular lesions must be evaluated on 
an indivicual basis but lesions such as aortic insuffi- 
ciency, mitral insufficiency and aortic stenosis do not 
necessarily contraindicate surgery. In general, if they 
do not cause significant changes in the blood pres- 
sure, particularly the pulse pressure, and if left ven- 
tricular hypertrophy, as shown by the EKG, has not 
occurred, they are not significant and mitral valve 
surgery can be done effectively and safely. 

Operation consists of entering the left chest 
through the fourth interspace, exposing the auricular 
appendage and placing a purse string around the base 
of it. The finger is then introduced into the auricle 
through an incision in the appendage and the com- 
missure of the valve separated either by finger frac- 
ture or by cutting with a knife. The mortality rate 
varies depending upon the stage of the disease and 
in the less advanced cases should be less than three 
or four percent. The vast majority of patients are 
mederately or greatly improved. 
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Patent Ductus 


Probably the most satisfactory and one of the 
most commonplace surgical procedures being done 
today is the repair of the patent ductus arteriosus. 


The ductus arteriosus, in the fetus, is a communi- 
cation between the pulmonary artery and the aorta 
through which blood is shunted past the lung, and 
ordinarily closes after a few months. At one year of 
age most ducti, which are going to close spontan- 
eously, have done so, and at two years and certainly 
three, there is little reason to hope for spontaneous 
closure. Therefore the most suitable time for opera- 
tion seems to be between three and six years of age. 
It should be kept in mind, however, that a large pat- 
ent ductus can cause heart failure in the first year of 
life. A number of cases have been operated on suc- 
cessfully during infancy for this reason. 


The diagnosis of a typical patent ductus is rela- 
tively simple. The physical findings include a char- 
acteristic murmur which is usually loud, continuous 
and best heard in the second left interspace near the 
sternum; there is a high pulse pressure; a “water 
hammer” pulse may be present and is best felt over 
the femoral arteries ; there is a capillary pulse, visible 
in the slightly compressed nail beds or in the mu- 
cosa of the lip when compressed with a glass slide. 
The child might be slightly undersize and under- 
weight. 

X-rays Normal 


X-rays of the chest may be normal or may show 
increased vascularity of the lungs, a convexity in the 
region of the pulmonary segment along the left bor- 
der of the heart and enlargement of the left ventricle. 


The electrocardiogram usually shows a balanced 
axis in children but as the disease progresses left axis 
deviation occurs. 


Cardiac catheterization and angiocardiography are 
indicated only in the occasional patient presenting 


atypical findings. 


The indication for operation is the presence of a 
patent ductus, if it persists after two or three years of 
age, or if it causes heart failure previous to this age. 
Where there is considerable enlargement of the heart 
and markedly vascular lung fields, prompt operation 
is indicated as waiting only increases the hazards of 
surgery. 

Die Before 40 

It has been demonstrated that even though the 
child might have no trouble for a period of years, the 
average patient with an untreated patent ductus will 
die at 24 years of age (Abbott) and that 70 percent 
will die before they are 40 years old (Dolly). 


The cause of death now that subacute bacterial en- 
docarditis can be successfully treated with antibiotics, 
is mainly due to cardiac failure. 


The operation consists of entering the left chest 


through the fourth left interspace, dissecting out the 


ductus with the adjacent aorta and pulmonary artery 
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and then either ligating it or clamping and dividing 
the ductus and suturing the ends with fine silk suture. 


Usually there is little difficulty with pre- and post- 
operative care and the operative mortality in children 
is about one percent. 


Vascular Rings Anomalies 


In recent years, it has been recognized that there 
are certain arterial malformations in the superior 
mediastinum which bring about significant compres- 
sion of either the trachea or esophagus or both. 


During the early stages of embryological develop- 
ment there are six aortic arches formed by the joining 
of the ventral aortic sac and the dorsal aorta to sur- 
round the phyaryngeal pouch. The third arch enters 
into the development of the carotids, part of the 
fourth forms the aortic arch and part of the sixth 
forms the pulmonary arteries and patent ductus. As 
a result of the abnormal persistence or development 
of these structures a group of anomalies occur which 
may form a ring about the trachea and esophagus and 
may or may not cause obstruction to these structures, 


depending upon the size and type of ring formed. 


The common anomalies which require operation 
are: 


1. A double aortic arch in which the ascending 
aorta bifurcates into two branches, one of which 
goes anterior to the trachea and esophagus and 
one posterior, and join posteriorly to form the 
descending aorta. 


2. A right aorta with a left ligamentum arteriosum 
which encircles the trachea and esophagus. 


3. An anomalous innominate artery which arises 
farther along on the arch of the aorta than nor- 
mal and must wind around anterior to the tra- 
chea to reach the right and compresses the outer 
surface of the trachea. 


4. Abberant right subclavian artery which instead 
of arising from the innominate, takes off the 
distal part of the aortic arch and ascends to the 
right posterior to the trachea and esophagus and 
causes compression of the esophagus posteriorly. 


There have been other anomalies described but 
these are the most common encountered surgically. 


Clinical Picture 


The clinical picture presented by these cases varies 
depending upon the degree of obstruction that is pro- 
duced. They may present only a history of intermit- 
tent cough with recurrent episodes of pneumonia or 
pneumonitis. The typical case, however, has rather 
striking symptoms. There is a history of noisy respira- 
tions from birth, which is aggravated by respiratory 
infections and is increased during feedings. Pulmon- 
ary infections are frequent and occasionally cynotic 
attacks occur, a cough is usually present and the pa- 
tient may sleep with his head extended in an attempt 
to keep the trachea open. Difficulty in swallowing is 
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not always encountered and only about half the pa- 
tients will have this symptom. 


The most important diagnostic procedure is an 
esophagram with barium or lipiodal and anteropos- 
terior and lateral X-ray pictures of the chest. This 
view will show notching on one or both sides of the 
esophagus and notching posteriorly as a rule. In 
cases where there is an anomalous origin of the in- 
nominate or left carotid artery the compression is on 
the trachea anteriorly and the esophagus will appear 
normal, These cases can best be suspected by visual- 
izing a narrowing of the lower trachea on the lateral 
film of the chest. A lipiodal tracheaogram can then 
be done in older babies and children to show the de- 
fect. In infants a tracheaogram can be dangerous and 
repeated lateral films to clearly define the trachea are 
preferable as lipiodal instilled into the trachea may 
cause a severe degree of obstruction. 

Bronchoscopy is frequently performed to rule out 
intrinsic obstructing pathology such as tracheal sten- 
osis, webb formation, tumors, laryngeal pathology, 
etc., and when performed will show a narrowing or 
compression of the trachea. If it is necessary to pass 
the scope past the site of obstruction to remove secre- 
tions, it should be done with care as trauma in this 
area might cause edema and complete obstruction. 

In the absence of symptoms surgery is not indi- 
vated but with symptoms surgery should be done 
early not only to save the baby’s life, but in less se- 
vere cases to prevent irreversible changes in the lungs. 
In the majority of cases surgery will result in com- 
plete relief. 


Coarctation of the Aorta 


Coarctation refers to a congenital anomaly of the 
aorta characterized by an area of stenosis, usually at 
or nearfhe site of the ductus arteriosus. This is not a 
rare congenital condition, as it comprises about 14 
percent of all congenital cardiovascular anomalies. 

This lesion has been classified into two principal 
types: the infantile and the adult. In the infantile type, 
which constitutes about five percent of all cases, the 
ductus arteriosus empties into the aorta below the 
coarctation and the flow of blood is from the lungs 
to the perphery. The aorta above shows varying de- 
grees of narrowing over variable distances and may 
extend through the entire arch. 

In the adult type the constriction of the aorta is 
sharply localized and the ductus enters the aorta at or 
above the site of the stenosis. 

Necropsy studies have shown clearly that coarcta- 
tion of the aorta is a lesion which, although fairly well 
tolerated by the young is fatal among adults. Only 25 
percent of patients having coarctation have lived 
more than 35 years. The principal causes of death are 
rupture of cerebrovascular aneurysms; rupture of an- 
eurysm of aorta, cardiac failure due to left ventricular 
strain and subacute bacterial endocarditis. 


Diagnosis Overlooked 


For this reason this subject should be of particular 
interest to the physician dealing with children. The 
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diagnosis is often overlooked in infants and children, 
yet for the best results from surgical treatment the 
diagnosis must be made before irreversible cardiac and 
vascular damage has occurred, and the pediatrician is 
in the best position to provide this diagnosis. 


The clinical symptoms in coarctation are of little 
value in making the diagnosis. If one keeps this con- 
dition in mind and examines the vascular system 
carefully the diagnosis is not hard to make. 


There is an increase in blood pressure in the upper 
portion of the body as compared to the lower. All 
children, at least once, should have their blood pres- 
sure checked by the arm cuff method and if it is in- 
creased, even slightly, coarctation should be consid- 
ered and the pressure in all extremities measured. 
The abdominal and femoral pulsations should be 
palpated routinely as in coarctation they are dimin- 
ished or absent. Cardiac murmurs are not diagnostic 
but usually there is a systolic murmur present which 
is heard best at the level of the fifth rib posteriorly. 
There is a well developed collateral ilecalihion pres- 
ent, and this can best be detected by inspecting and 
palpating the vessels along the medial border of the 
scapula, This vessel, a descending branch of the 
transverse cervical, is usually easily palpable and may 
be visible in patients with coarctation. 


X-ray Normal 


The X-ray may be normal or may be practically 
pathognomonic of coarctation. When present, the 
usual findings are a left ventricular hypertrophy with 
rounding of the cardiac apex, there is a narrowing of 
the mediastinum in the aortic area and a decreased or 
absent aortic knob. Notching of the lower margin of 
the ribs occurs in about 50 percent of cases and may 
be seen as early as five years of age. 


EKG studies may show a balanced axis; or, as the 
left ventricular strain increases, a left axis deviation 
occurs. Angiocardiography and aortagraphy are indi- 
cated only in the atypical cases in which the diag- 
nosis is not apparent. 


It should be kept in mind that coarctation may be 
a cause of unexplained heart failure in infants. A 
number of cases have been found and an operation 
successfully carried out in the first year of life. 


Operation for coarctation of the aorta in infants 
and children does not present the grave technical 
problems of the older age group. However, the most 
desirable age for operation seems to be between 10 
and 14 years of age. By this time the aorta is large 
enough so that the anastomotic site will not form a 
significant stricture as the child continues to grow. 
Occasional cases may demand surgery at an earlier 
date, where the heart is enlarging or symptoms due 
to hypertension are present. 


The operative treatment consists of resecting the 
stenotic area and doing an end to end anastomosis 
of the aorta. In occasional cases the stricture may be 
long and a vascular graft necessary to bridge the de- 
fect. The prognosis following surgery depends upon 

(Continued on Page 320) 
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A New Antihistaminic for the Treatment of 


Dermatologic Disorders 


By KENNETH C. BAKER, M.D., TUCSON ~ 


Although numerous antihistamine compounds have 
been investigated, there exists a need for an antihis- 
taminic which is effective, potent, but virtually free 
of toxicity. Green (1) stated that the common faults 
of currently available antihistamines are their short 
duration of action and their side effects, such as 
drowsiness. There is little doubt that the antihis- 
taminics constitute valuable compounds and a worthy 
addition to the physicians armamentarium. 


This report is primarily concerned with the use 
of sandostene, a new antihistaminic in tablet form, 
parenterally and ox ioe in the treatment of allergic 
and non-allergic dermatoses. 


Sandostene* is 1-methyl-4-amino-N’-phenyl-N’- (2’- 
thenyl) -piperidine-tartrate. Each tablet contains 25 
mg. of sandostene and each ampul of 10cc. contains 
50 mg. of sandostene dissolved in 10 per cent calcium 
gluconogalactogluconate. Each gram of lotion con- 
tains 0.01 gm. of sandostene combined with 0.08 gm. 
of calcium gluconogalactogluconate. 


Rothlin and Cerletti (2) (8) reported that sando- 
stene has a high antihistamine activity in the isolated 
guinea pig gut. In addition to a marked antihistaminic 
action, it has a distinct anti-cholinergic and local 
anesthetic action. They found that it has a low 
toxicity. The combination of sandostene with calcium 
gluconogalactogluconate exerts a marked reduction 
in permeability. 

Fluorescein Test 


Huber (3) demonstrated by means of the fluores- 
cein test that increased permeability of the vessels is 
one of the phenomena associated with the allergic 
syndrome and that reduction of permeability was 
brought about by using sandostene and calcium 
gluconogalactogluconate. Bigliardi (4) reported ex- 
cellent results with sandostene alone and combined 
with calcium gluconogalactogluconate in treatment of 
acute urticaria, acute Quincke’s edema, exudative 
urticarial eczema, drug rashes and essential pruritus. 


Essellier, Forster and Morandi (5) observed good 
results with sandostene orally and when combined 
with calcium gluconogalactogluconate in pruritus, 
urticaria and transfusion reactions. Thuer (6) re- 
ported favorable results with sandostene orally and 
combined with calcium in a large series of allergic 
disturbances. Oswald (7) observed encouraging re- 
sults with sandostene and calcium in the treatment 
of tendinosis. Combes and Reisch (9) reported a 
high percentage of good results and low toxicity in 
the treatment of allergic diseases of the skin. 


*Furnished by Sandoz Pharmaceuticals, San Francisco, California 


In my series of cases, 120 patients were treated 
with sandostene tablets, sandostene with calcium 
gluconogalactogluconate in ampuls given intravenous- 
ly and a lotion containing sandostene combined with 
calcium. The disturbances treated included neuro- 
dermatitis, urticaria, Schamberg’s disease, dermatitis 
venenata, atopic eczema, dermatitis medicamentosa 
with drug eruptions, dermatitis (contact) eczematous 
and exudative seborrhea and asthma with allergic 
manifestations. 


Dosage 


The dosage of sandostene must be adjusted to 
the needs of each patient. The usual procedure was 
one tablet of sandostene three times a day p. c. and 
two tablets at H. S. omitting the tablets on the day 
sandostene plus calcium was given intravenously. 
None of the patients treated with sandostene orally 
complained of drowsiness. Sandostene plus calcium 
was given intravenously in doses of 10cc. once or 
twice daily in acute urticaria and acute dermatitis 
venenata. Otherwise 10cc. intravenously, one a day 
for two to three days, then every other day. Atopic 
eczema received one injection twice a week until the 
acute stage — flare-up or stress mechanism is passed. 
Cases of neurodermatitis received one injection three 
times a week. In the treatment of exudative dermatitis 
(seborrheic) , the weeping usually subsided after three 
injections given two to three days apart. 


Sandostene plus calcium gluconate in lotion form 
was applied topically as an adjunct to the oral and 
parenteral forms. It is felt that its effect is additive 
and useful, but should be employed when there is 
no open abrasion. Results with the lotion in the 
treatment of pruritus ani or vulva were good, but a 
few patients complained of burning. 


In my experience, sandostene in its various dosage 
forms produced far fewer side effects than other anti- 
histaminics. No reactions to the tablet were observed. 
Three patients complained of feeling dizzy after an 
intravenous injection. These patients were treated a 
second time with the same results; however, they 
returned for both the tablets and for the injections 
stating that they feel so much better from the stand- 
point of relaxation and their complaints. Caution is 
stressed, however, for those driving an automobile 
since it has a sedative effect on many patients. 


Case Histories 


1. Schamberg’s disease: White female, aged 55. 
First seen in February, 1953 with findings of a hemo- 
siderosis which was diagnosed as Schamberg’s disease. 
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Lesions were very stubborn in responding to therapy 
given at that time which consisted of soothing lubric- 
ating lotions and Rutin and Ascorbic acid by mouth. 
Treatment was not very satisfactory although she 
finally did clear up. In March, 1952 she was seen 
again and then came back in February, 1953 with 
the same type of history. The following two months 
she was asymptomatic. In October, 1954 her own 
internist found nothing to suggest. She had also seen 
another dermatologist who confirmed the diagnosis 
of Schamberg’s and had nothing to offer. She was 
placed on Sandostene tablets and Sandostene-Calcium 
ampuls intravenously. The latter was not repeated 
as it made her too drowsy for the balance of the day 
at her work. The tablets were given to her q.i.d., a 
lubrication lotion locally and she became asymptoma- 
tic in one month with the disappearance of the fawn 
colored lesions. The interesting thing was that this 
patient had been bothered for years with nocturnal 
cramps in her legs which had not been relieved by 
calcium prescribed. As an experiment, when the tab- 
lets were not taken, she had her cramps; when she 
took them, even one or two towards evening, she was 
not bothered with her leg cramps. 


2. Atopic eczema: White male aged 34. History 
of atopic eczema since an infant. Under the care of 
an allergist for many years. First seen by me in 
October, 1954 and was started on Grenz ray therapy 
and sandostene-calcium intravenously and orally along 
with local therapy. He was given treatments, both 
the Grenz and the intravenous every three to four 
days and had a great deal of relief and improvement 
of his eczema. He was discharged on two occasions 
but returned once from strain of a family illness 
and the other time he had a flare-up after receiving 
antibiotic therapy. Apparently, from the information, 
he received a great deal of relief from his sandostene- 
calcium intravenously. It relaxed him but he was 
able to sleep better for two nights or so after having 
the injection. The Grenz ray therapy was of great 
benefit to him on the local areas but he stressed the 
effect that the injection seemed to give him. He is 
not very faithful in taking his tablets although he 
did take usually two a day which seems to be of 
benefit. 


3. Neurodermatitis: White female aged 40. First 
seen in October, 1954 and she gave a history of 
having severe pruritic vesiculo-papular eruptions that 
occurred particularly on her extremities and her scalp 
since February, 1954. She complained a great deal 
of a crawling sensation that she had over her body 
and thought that at times bugs were on her. She 
mentioned that she was quite nervous and had been 
so since being in an auto accident in 1951. When 
the patient was first seen, the diagnosis of Acrophobia 
was made which was later changed to a desseminated 
neurodermatitis. There was a matked improvement 
from the onset when she was given daily intravenous 
injections of sandostene-calcium and the tablets orally 
along with a B complex preparation to stimulate her 
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appetite. The injections were continued throughout 
October every day or two. Locally the lotion was 
prescribed and also x-ray therapy occasionally. In 
November, the treatments were spaced to every three 
to four days because she stated that she felt so much 
better, slept well and did not have the tension that ~ 
she experienced before treatment with the intravenous 
injections and the tablets. In December, the treat- 
ments were lengthened to every five to six days. 
The patient was discharged on December 21st, asymp- 
tomatic with no evidence of any itching and eruptions 
were entirely cleared so she was instructed to take 
the tablets if necessary. 


4. Urticaria: White female aged 61. Patient gave 
the history of having had two weeks prior to my 
seeing her in December, 1954, a more or less per- 
sistent generalized giant urticaria which was either 
on a drug basis from a vitamin that she had taken 
just before the onset or from eating a lot of dates. I 
saw her only twice and gave sandostene-calcium in- 
travenously, the tablets one t.i.d. p.c. and two at HLS., 
and sandostene-calcium lotion. The hives had entirely 
disappeared when she returned the next day. A fur- 
ther injection was given with the patient calling the 
following day to say that she was symptom free. 


Summary and Conclusions 


Sandostene, a new antihistaminic was employed in 
120 cases of various types of dermatoses with a high 
percentage of results. Compared with other antihis- 
taminics, sandostene orally, parenterally and topical- 
ly, produces fewer side effects. It is a powerful an- 
tagonist of histamine and acetylcholine. It controls 
exudation and inflammation by reducing cell per- 
meability. Sandostene-Calcium ampuls given intra- 
venously were found most effective in urticaria and 
drug reactions; also with contact dermatitis. A few 
patients complained of drowsiness which disappeared 
after resting. Sandostene-Calcium lotion was used 
with satisfactory results as an adjunct to oral and 
parenteral therapy when indicated, especially for the 
treatment of pruritus ani or vulva. 


TABLE I 


RESULTS 
NUMBER EXCEL- 


INDICATIONS OF CASES LENT GOOD’ 
Neurodermatitis a 20 3 
Urticaria 12 10 — 2 
Schamberg’s disease 2 2 
Dermatitis Venenata 24 24 
Atopic eczema 14 10 — a 
Dermatitis medicamentosa 

with drug eruptions 5 5 — _ 
Dermatitis (contact) 20 5 10 5 
Eczematous and exudative 

seborrhea 10 — 10 — 
Asthma with allergic 

manifestations 10 5 5 ~ 

57 49 
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Cardiovascular Surgery in... 
(Continued from page 317) 

the age of the patient and the degree of vascular 
damage that has occurred. In the younger age groups 
the operation restores the patient to a normal state. 
The mortality depends upon the age of the individual 
with most groups reporting around a 10 percent mor- 
tality. 


Summary 


1. Four cardiovascular lesions, which are amen- 
able to surgical treatment, have been reviewed. 


2. The diagnosis of these conditions requires no 
elaborate or unusual diagnostic facilities, and 
they can be safely and effectively treated in the 
community hospitals where a thoracic surgeon, 
a cardiologist and anesthetist can be assembled 
to work as a team. 


3. The surgical treatment of these lesions has been 
well standardized and proven to be effective. 


Clinical Notes From Grand Rounds 


From Pratt Diagnostic Clinic, New England 
Medical Center, Boston 

It is advised that every patient with rheumatic valv- 
ular heart disease be protected against streptococcal 
infections and thereby against recurrences of rheuma- 
tic fever and subacute bacterial endocarditis by the 
administration of prophylactic penicillin given either 
as 250,000 units of buffered penicillin orally every 
morning or as 1,200,000 units of benzanthine penicil- 
lin intramuscularly once a month, Orally administered 
st is less likely to cause reactions and except 
or the bother of taking medication daily is the pre- 
ferred method. 
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Hyperparathyroidism in this country more often 
than not shows no bone disease because of the high 
calcium (milk) intake of the average American. This 
leads to some difficulty with diagnosis because the 
serum alkaline phosphatase is normal in the absence 
of bone lesions. Hyperparathyroidism should be sus- 
pected whenever the serum calcium in the urine ex- 
ceeds 200 mg. in 24 hours, regardless of the diet the 
patient has followed. 


¥ v 


Bleeding from a kidney is a sinister observation 
and patients with this complaint should be carefully 
examined and closely followed in order to rule out 
tumor, tuberculosis, vascular anomaly, and_ septic 
infarct. Hematuria may occur as the presenting com- 
plaint in pyelonephritis. Examination of the fresh 
urinary sediment is an important means of differen- 
tiating bacilluria caused by infection in the urinary 
tract from contamination. 


v 


Hypophysectomy is being done in some medical 
centers in patients with severe diabetes mellitus with 
progressive vascular and renal disease in an attempt 
to reduce any diabetogenic effect being exerted by 
the pituitary, In some cases in which this procedure 
has been done there has been a lowering of blood 
pressure, degree of albuminuria, and insulin require- 
ments, and it is felt that the progress of the vascular 
disease may have been slowed. Endocrine abnormali- 
ties developing as a consequence of the operation 
may be controlled by appropriate substitution therapy. 
Hypophysectomy also has been used in advanced 
metastatic malignant disease as a palliative measure. 


v v 
Uremia is not always hopeless. Control of infection 
and obstruction in the urinary tract will often cause 
improvement. Repletion of electrolytes, control of 
anemia and heart failure also may exert a beneficial 
effect regardless of the cause of the difficulty. 
Various abnormalities of hemoglobin may be de- 
tected electrophoretically and chemically. In Mediter- 
ranean anemia there is a persistence of up to 20 per 
cent of the fetal (F) type of hemoglobin. In normals 
the fetal type of hemoglobin is less than 4 per cent. 
In sickle cell anemia 23 to 45 percent of the hemo- 
globin is of an abnormal (S) type; the remainder 
is normal of the F type. Patients with the sickling 
trait have combinations of S and normal (A) hemo- 
globin. Two other forms of abnormal hemoglobin 
(C and D) have been identified. 


A A 


Familial nonhemolytic jaundice is an entity that 
may offer diagnostic difficulties in patients with 
slight or moderate degrees of bilitubinemia which 
is chiefly of the indirect variety and is due to faulty 
excretion of this substance by the liver. There is no 
evidence of increased hemolysis and liver function 
tests are all normal. Biopsy of the liver shows de- 
position of a pigment in the liver cells around the 
portal veins. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 


MAY 19, 1955 


FREDERICK P. BORNSTEIN, M. D., Epiror 
Case No.: A-433 
CASE PRESENTATION By Dr. JOHN L. LUKowsky 


CLINICAL HISTORY: 
Dr. John L. Lukowsky: 


Chief Complaint: Diarrhea. 


Admitting History and Physical Examination: 
This 50 year old Latin American female came in to 
the Emergency Room with a history of loose, greenish, 
blood-streaked stools for four weeks’ duration. The 
frequency varies from four to 10 times a day. Gen- 
eralized cramping of dull to sharp type is present 
prior to each bowel movement. The blood is inter- 
mingled with each stool, none on the paper. Two 
days ago she began vomiting; it is not associated with 
cramping. She has been unable to keep anything but 
water. Nausea precedes the non-projectile type of 
watery, greenish vomiting. 


Review of Symptoms by Systems: Essentially 

negative. There is a weight loss of about 20 pounds 

with the present illness. She denies previous bouts of 

diarrhea. There has been no jaundice or history of 

RUQ pains. She is a gravida II, para II, with meno- 

—_ of two years without spotting or discharge. No 
istory of operations or previous like illness. 


Past History: She has been treated by a local phy- 
sician on the basis of amebiasis, confirmed by labor. 
atory findings of precysts and trophozoites of Enda- 
meba Histolytica. Cultures for typhoid, paratyphoid 
and dysentery were negative. She received, prior to 
admission, a course of emetine treatment and tinc- 
ture of opium. 


Physical Examination: An acutely ill-looking 50 
year old Latin American female who is dehydrated, 
skin turgor is gone, her lips parch¢d. She has a white 
thick coat on her tongue. Her breath is fetid. Her 
breath sounds are very distant, but apparently clear. 
Blood pressure is 90/60. Normal sinus rhythm with- 
out murmur. Abdomen is swollen, flabby, without 
signs of weight loss or striae of enlargement. On 
palpation, no fluid wave is elicited, but her entire 
abdomen is tender to palpation, more in the L.L.Q. 
No muscle guarding is noted. Bowel sounds are pres- 
ent, Pelvic examination is not adequate because of 
lethargic condition. She was turned into Simm’s posi- 
tion. The cervix is of normal consistency and freely 
movable. There is incontinence to watery, greenish- 
yellow flecks of feces. No blood noted. Unable to 
palpate a mass on rectal examination. 


Course in the Hospital: She was started on terra- 
mycin and IV fluids, soft diet as tolerated, dramamine 
and tincture of belladonna. Kaopectate with neomycin 
was started. The CBC was 11.8 gm. Hbg.; 8,400 


W.B.C. with 10 stabs., 68 segs., 16 lymphs., 6 mon- 
os., and noted that all W.B.C. were heavily. stippled. 
She was removed from oral feedings and maintained 
on IV fluids and whole blood. Serum febrile agglutin- 
ations were negative. Stool studies revealed a com- 
plete absence of bacteria flora. Yeast cells, W.B.C 
and R.B.C. were reported: 


She was then put on mycostatin, benadryl with co- 
deine, probanthine, buttermilk, isolyte, six percent 
hyprotigen and five percent dextrose in D/W. Elec- 
trolyte studies revealed COz, 22 meq. per liter, urea 
nitrogen of 13.4, icteric index 5.6, sodium 135 meq. 
per liter and chloride 113 meq. = liter, She be- 
came semicomatose and unable to hold a barium en- 
ema. Proctoscopic was negative and a sigmoidoscopic 
was attempted the following day, but the results were 
not adequate. The CBC shifted to 17,400 with 15.8 
gm. of hbg. and 4,980 R.B.C. with 96 segs. and four 
lymphs, Cortisone 100 mgm. bid. was given with her 
daily fluids, and ACTH 40 units every second day. 
The diarrheal stools became brownish, formed, and 
free of blood. The patient then reverted to a rapid 
downhill course and she expired. 


X-ray Findings: 

Chest and abdomen, 3-5-55—Healthy chest. Par- 
alytic ileus, Possible ascites. 
Probable pelvic mass. 

Chest and abdomen, 3-10-55—Changes consistent 
with a pulmonary congestion, 
There is no evidence of an 
intestinal obstruction. En- 
larged liver. Ascites. 


Dr. W. R. Gaddis: 

This patient was presented at ward rounds at least 
once on a Saturday morning and a number of us 
that are here tonight saw her. The only additional 
finding worthy of comment was that the skin had 
lost a lot of its elasticity, and aside from that the 
patient was emaciated and looked sick. 


DISCUSSION OF X-RAYS: 
Dr. C. C. MceVaugh 

The original portable A P chest examination on 
the 5th of March, 1955, appears clear, with no acute 
processes or pulmonary congestion apparent. The 
distance makes it impossible to entirely evaluate the 
size of the heart. The second film is the abdomen 
taken at the same time, which reveals considerable 
small bowel and some large bowel changes consistent 
with a paralytic or adynamic-type ileus, not the defi- 
nite pattern of a mechanical obstruction. You also 
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notice the haziness of the abdomen, which is probably 
due to an ascites. There is also some thickening of 
the markings between the loops of the bowel, which 
may be indicative of a peritonitis. Ascites can occur, 
of course, secondary to a peritonitis. In this age 
group, of course, you always have to consider the pos- 
sibility of malignancy and peritoneal implants caus- 
ing the ascites or possible portal obstruction. I noticed 
that there appears to be slight enlargement of the 
liver. On the second examination five days later, an- 
other portable chest examination, there is some in- 
crease in the vascular markings which may be due to 
a pulmonary congestion. Here again I can’t evaluate 
the heart size or contour too well. There appears to 
be some elevation of the left main bronchus which 
may be indicative of left auricular enlargement and 
the left margin of the heart border. 


DIFFERENTIAL DIAGNOSIS: 
Dr. J. J. Gorman: 


In discussing a case such as this at a clinical path- 
ological conference, it is to be assumed that many 
points pertaining to the diagnosis have been omitted, 
and I am sure that those of you who have read this 
protocol will agree that this case history is no excep- 
tion. And so, in considering the symptom complex 
of diarrhea, I like to think of this condition in the 
light of localized involvement of the colon or small 
intestine; or secondary to the agglutination diseases 
or an overwhelming strep infection ; or in its relation- 
ship to associated organs, such as the pancreas, an 
internal biliary fistula, peri-appendiceal abscess; or 
even circulatory in origin, such as mesenteric throm- 
bosis; or malignancy; or nutritional deficiency; or 
drug intoxication. 


Facts at Hand 


To analyze the facts at hand, we first have a 
Latin American woman of 50 years. Has she recently 
returned from Mexico as a lead in considering bacil- 
lary infection or amebiasis? I do not recall reading 
any literature regarding the incidence of ileitis in 
Mexico, but in an article published some six years 
ago it was stated that ileitis was very seldom en- 
countered in Latin America. The age is of no im- 
portance except that ileitis and idiopathic ulcerative 
colitis are usually seen in a younger bracket. Four 
weeks’ duration would exclude a mesenteric throm- 
bosis. The presence of greenish, blood streaked stool 
suggests involvement of the small intestines; the 
cramping relieved by a bowel movement is indicative 
of inflammation of the colon, and the character of 
the stools would exclude pancreatitis. The stool in 
ulcerative colitis would also be expected to be more 
purulent. The absence of tenesmus would be against 
involvement of the rectum which we would expect to 
find in amebiasis, idiopathic ulcerative colitis or a 
bacillary infection, Vomiting in association with the 
continued diarrhea suggests increased toxicity or ileus 
associated with peritoneal irritation or peritonitis. 
Nausea preceding the vomiting indicates gastric re- 
tention. 
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No Previous Attacks 

With the history of no previous attacks we would 
be less likely to consider a non-specific ileitis or idio- 
pathic ulcerative colitis, inasmuch as these conditions 
rarely are initiated by such an acute onset and usually 
give a history of repeated attacks of vague gastro- 
intestinal symptoms including diarrhea over a long 
period of time, with the attacks increasing in severity 
and lasting longer periods of time and frequently 
diagnosed as a spastic colon for two or three years. 
An abscess of the pelvic organs, another possible 
causative factor, is not indicated by the history, and 
therefore excluded. 

A laboratory reports precysts and trophozoites of 
E. Histolytica. I wonder what laboratory, evidently 
a satisfactory one, since cultures were made which 
exclude typhoid and associated diseases, but I won- 
der about Malta fever. I wonder how much Emetine 
was given. In a toxic patient it is always dangerous 
for the heart muscle. Nevertheless, it is good treat- 
ment for eradication of trophozoites, of no value for 
cysts. And Fumadil, how much and how long? When 
this drug was introduced, I used it as most in my 
specialty did, but found 70 percent or more unable to 
take a full course of treatment on account of weak- 
ness and aggravation of the diarrhea. 


Dehydration 


Dehydration is evident indicating excessive loss of 
fluids with a vitamin deficiency and mineral imbal- 
ance as a natural consequence. 

Blood pressure is definitely low, indicative of very 
poor condition with probable myocardial weakness. 
No mention is made of the heart rate or character of 
the heart sounds or pulse. It is stated she does not 
have a murmur; unfortunately people die every day 
of myocardial disease without having a murmur. 

Since the abdomen is flabby, I wonder whether it 
is distended from gas or just a large abdomen asso- 
ciated with excess fat, inasmuch as it is said there is 
no evidence of weight loss. Generalized tenderness of 
the abdomen would indicate an inflammatory condi- 
tion of the colon, or peritoneal irritation, or both. 
Tenderness over the lower left quadrant is a vexing 
finding. Acute diverticulitis, an ulcerating malig- 
nancy, any inflammation of the colon, and even a 
simple spastic colon could cause it, and therefore it 
has no localizing significance. In a younger woman, 
even endometriosis could be considered. I wonder if 
a mass was palpable. Acute diverticulitis or a rup- 
tured diverticulum would enter the picture, but with 
this condition, after one month the patient should 
have been well, completely obstructed, or long since 
out of this world. Bowel sounds are present, indi- 
cating that we do not have a complete ileus. The 
white blood count would be more suggestive of am- 
ebiasis in the chronic stage, but a virus infection or a 
hemolytic streptococcus or staphylococcus might show 
the same count and apparently toxicity is indicated. 


No Gross Abnormality 


How long had she received Terramycin, and 
would this account for the absence of bacterial flora? 
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No mention is made of monilia. Electrolyte study 
showed no gross abnormality. We have no report of 
an urine examination. The urea nitrogen would ex- 
clude uremic coma, but what about diabetes? Though 
usually associated with constipation, protracted diar- 
thea may be present with diabetes, or as an associated 
condition, in view of the fact that continued fluid 
loss might result in diabetic coma. About this we can 
only speculate. The Icteric Index, which is in normal 
limits, should exclude a toxic hepatitis, but liver 
function tests are not reported and from the history 
not indicated. If the proctoscopic examination was 
satisfactory, then acute amebiasis, idiopathic ulcera- 
tive colitis, and bacillary dysentery would be excluded 
in 95 percent. The sequence of the history would 
indicate that the proctoscopic and sigmoidoscopic 
examinations were attempted in a semi-comatose pa- 
tient and the next day the white blood count was 
17,400 and Segs 96 percent. We hope the bowel was 
not perforated in attempting the examination. I can- 
not offer an explanation for the use of Cortisone and 
ACTH. We have suggestive evidence of myocardial 
disease in the early history. If this is true, both drugs 
were contra-indicated, and could have aggravated the 
myocardial condition and have been the cause of the 
rapid downhill course. 


High Right Diaphragm 


In reviewing the X-rays, I am intrigued by the 
high right diaphragm, which is more marked on the 
second set of plates. To me this is very suspicious of a 
sub-diaphragmatic abscess except for the regular con- 
tour of the diaphragm. I would not associate the 
enlarged liver with an amebic abscess. In order to 
make this discussion complete, I have requested “Dr. 
Boverie to discuss the X-ray findings. 

In presenting a final diagnosis I will again em- 
phasize the fact that this diagnosis is being made 
from a most inadequate history, an incomplete phy- 
sical examination, insufficient laboratory study, poor 
X-ray plates, and with no knowledge of the time 
element involved and without progress notes of con- 
sequence, 

So, from the data at hand, I feel that amebiasis 
and idiopathic ulcerative colitis cannot be substan- 
tiated by what we know of the case. An ulcerating 
malignant lesion is excluded on the basis of the 
abrupt onset, rapid downhill course and the resump- 
tion of normal bowel movements. 

Acute diverticulitis with a ruptured diverticulum 
and abscess formation cannot be excluded except on 
the duration of the illness. 

The diagnosis of choice—entero-colitis with peri- 
toneal irritation and possible sub-diaphragmatic ab- 
scess. The immediate cause of death: myocardial de- 
generation with acute failure. 


Dr. R. F. Boverie: 

Dr. Gorman was worried about the right dia- 
phragm. Like Dr. McVaugh, I didn’t think much of 
it. I thought that probably some of the increased ele- 
vation in the right side of the diaphragm was due to 
the increased size of the liver, as seen in the second 
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set of films, and it just didn’t enter my mind that 
there was a subdiaphragmatic abscess. I also thought 
that she should have had a higher blood count if 
she had a subdiaphragmatic abscess in the beginning 
of her illness. I have seen a case, very much like this, 
of overwhelming yeast infection which had received 
large quantities of the antibiotics. Even though this 
has the radiological appearance of a pulmonary con- 
gestion, I think that one has to think sometime about 
a mycotic infection of the lungs. Actually, my im- 
pression is that this case would be a ruptured divert- 
iculum, a diverticulitis that went on to rupture, but 
was not ruptured at the beginning. Then, either myo- 
cardial failure occurred, as Dr. Gorman mentioned, 
or an overwhelming mycotic infection as a result of 
the antibiotic treatment. 


Dr. J. C. Postlewaite: 

This patient was a puzzle from the start. Everybody 
had a crack at the case. I don’t think there was more 
information available, and I can recall calling in Dr. 
Gorman with less information than is now available 
in this case, and he came up very well with a diag- 
nosis, so I don’t think insufficient history or physical 
examination is going to make the diagnosis more ob- 
scure than it was at the time we saw her. This pa- 
tient was observed repeatedly. If anything, it looked 
like a very toxic case in which the electrolyte fluid 
losses, both of diarrhea and vomiting, were of major 
importance. 


Several Possibilities 


This patient had several possibilities, and some of 
us thought that we were dealing with an ulcerative 
colitis. We also wished we knew what the previous 
antibiotic history had been, and whether the mico- 
staten therapy, which was administered by the at- 
tending man, was given with the concept of some 
overgrowth or imbalance of flora with the fungus 
being particularly important. The one factor that Dr. 
Bornstein has brought to my attention, which I don’t 
believe was incorporated in our thinking, was the © 
problem of staphylococcus gastro-enteric diseases, 
post-surgical, post-therapeutic, and medical, which 
we've caused with our own misuse of antibiotics. Dr. 
Gorman’s point concerning the previous therapy was 
well taken. Unfortunately the bacteriology didn’t tell 
us this was an overwhelming staphylococcus infec- 
tion. She didn’t throw out casts of her bowel at in- 
tervals, which would have suggested a complete mas- 
sive necrotic ulceration of the colon and intestine, 
and so we didn’t consider it further. 


Second Factor 


The second factor was the toxicity noted, and we 
assumed it to be possible that the distress alarm prob- 
lem had occurred and the adrenals were depressed. 
We have had some cases more recently where a death 
was a slow toxic death, and the adrenals had been 
almost liquified. So I don’t think the supportive 
therapy was entirely contra-indicated. The point of 
myocarditis secondary to emetine is certainly worth 
considering. My impression is, though, that many 
people are using the corticoids as therapy in infarc- 
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tion as well as in myocarditis cases. It is not being 
used as generally by the cardiologists in the rheu- 
matic fever cases as it was originally, but it’s still an 
adjunct. 


CLINICAL DIAGNOSIS: 

Acute enteritis, type undetermined. 
DR. GORMAN’S DIAGNOSIS: 

Entero-colitis with peritoneal irritation and pos- 
sible sub-diaphragmatic abscess. Immediae cause of 
death: Myocardial degeneration with acute failure. 


Figure 3 
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PATHOLOGICAL DIAGNOSIS: 


Acute necrotizing colitis. 


PATHOLOGICAL DISCUSSION: 
Dr. F. P. Bornstein: 


On autopsy, we found the bocy of an emaciated 
elderly woman. Upon opening the peritoneal cavity, 
we found the peritoneum to be smooth and glisten- 
ing. The peritoneal cavity contained about 200 cc., 
of cloudy fluid. Each of the pleural cavities contained 
about 300 cc. of cloudy fluid. Both lungs showed 
hemorrhagic areas typical of hemor- 
rhagic infarctions. These findings indicate cardiac 
failure as a terminal phenomenon. The main lesions, 
as was. to be expected, were found in the intestinal 
tract, especially in the large bowel. The disease pro- 
cess was limited mainly to the ascending, transverse, 
and descending colon. In these areas, we found large 
ulcers which measured about 5-7 cm. in length and 
extended around the circumference of the intestine. 
Between these ulcers ridges of mucosa were left. 
(Figures 1 and 2.) Beginning at the splenic flexure, 
the ulcerative process became less prominent. Instead, 
one saw numerous polypoid patches of mucosa with 
foci of polypoid hyperplasia. In addition, there was 
a teratoma of the ovary. 


Figure 5 
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Microscopic Examination 


On microscopic examination, I was impressed by 
the extent and severity of the inflammatory process 
(Figure 3). On a survey picture of the large intes- 
tine, one sees complete destruction of the mucosa 
with a hemorrhagic and necrotic surface. In addition, 
there existed an impressive hyperplasia at the margin 
of these ulcers. Furthermore, it was quite obvious that 
this inflammatory process was not limited to the 
mucosa, but that it extended throughout the entire 
wall, producing a reactive peritonitis. These diffuse 
changes in the entire wall are best seen in Figure 4. 
Another significant finding consisted of pronounced 
vascular changes. Especially noticeable was the severe 
endarteritis, which was present in the deeper layers 
of the intestinal wall (Figure 5). The question arises 
as to the interpretation of these findings. They ob- 
viously do not fit the picture of either amebiasis or the 
common varieties of chronic ulcerative colitis, How- 
ever, in discussing this picture with the other path- 
ologists in this city, we all agreed that recently we 
have encountered cases of a rather acute inflamma- 
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tory disease of the large intestine which, for want of 
a better name, we have called acute necrotizing en- 
teritis. The etiology of the disease is unknown. How- 
ever, there is very little doubt in my mind that sinc 
the introduction of antibiotics profound changes have 
occurred in the pathology of the gastro-intestinal 
tract. 


Summary 


In summary, then, this is the case of an elderly 
woman who suddenly developed diarrhea and an ill- 
ness which ran a rapid, fatal course, The picture ap- 
parently is that of a new disease entity with a char- 
acteristic morphological change in the large intestine. 


HOSPITAL ADMINISTRATOR 
SITUATION WANTED 
Young, unmarried man with more than seven years ex- 
perience in hospital administration including business 
manager of a Texas county-operated hospital and as- 
sistant manager of a private general hospital. 
References available upon request 


Jack Flippin Box 247 Phone 2572 Lamesa, Texas 


HARDING ORR 


Funeral Home 


EL PASO, TEXAS 


320 Montana 3-1646 


Only at the Popular in El Paso... 
A. G. Spalding Sports Equipment 
POPULAR DRY GOODS CO. 


Prench- Fitzgerald 


MORTUARY 
910 Grand Ave, N. E. 3-4404 


Albuquerque, N. M. 


WARNER DRUG CO. 


IN FRONT OF THE POST OFFICE 


Our Prescription Department Is 
NEVER Without a - 
Registered Pharmacist on Duty 


Direct Physician’s Phone to 


Prescription Department — 3-2352 
FREE DELIVERY 


Kaster & Maxon 


Funeral Home 
2-3431 


TAYLOR-SIMPKINS, INC. 


MEDICAL OXYGEN 


2123 Texas Street 3-0952 El Paso, Texas 
Nights — Call 5-0359, or 5-3060 


El Paso, Texas 


GUNNING & CASTEEL DRUG STORES 


Complete Prescription Service in 8 Conveniently Located Stores 


EL PASO, TEXAS 


YSLETA, TEXAS 
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Give Us A Trial On Your 


TAYLOR BACK BRACE 


Orders 


e Send the following measurements: from 
level of shoulders to tip of sacrum; circum- 
ference of pelvis above trochanters; circum- 


ference of waist; height and weight. 


Christophers 
Brace and Limb Co. 


815 N. Cedar at Five Points 


5-3841 


The McMath 


Co., Inc. 
Printing & Book Binding 


EL PASO, TEXAS 


Let Us Bind Your 1954 Copies of 


Southwestern Medicine 


DIAL 3-3681 


Wyoming at Cotton El Paso, Texas 


We Carry A Complete Line of 
DIABETIC FOODS AND SUPPLIES 


MCKEE’S PRESCRIPTION PHARMACY 


105-A East San Antonio St., El Paso 
Dial 2-2693 


C. G. McDow and Son, Props. 


Rio Grande Pharmacy 


419-421 South Stanton St. 2-4473 


EXTER-TONELLA MORTUARY, INC. 


STRICTLY ETHICAL 


El Paso, Texas 


108 Yale Blvd., S. E. 3-4571 Albuquerque, N. M. 


For Your Convenience 
Use Our Handy Charge-A-Plate Service! 
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‘Richard E. Martin 


Martin Mortuary 


710 N. Stanton St. 2-3691 El Paso, Texas 


Rodehaver ~ Miller 
AMBULANCE SERVICE 
PHONE 5-2748 


2600 East Yandel! Bivd. El Paso, Texas 


It’s 
Sweeney’s 


* 


FOR PRESCRIPTIONS 
MILLS BLDG. — PHONE 3-4445 — EL PASO, TEXAS 


CITYWIDE DELIVERY SERVICE 
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